TYPHOID WITH DOUBLE PERFORATION OF 

ILEUM AND PERFORATION OF GALL¬ 
BLADDER.* 

INTESTINAL SUTURE. CHOLECYSTECTOMY. 

BY OTTO G. T. KILIANI, M.D., 

OP NEW YORK. 

Surgeon to the German Hospital. 

On July 24, 1906, a patient, H. W., forty years of age, 
German, single, was admitted to the medical ward of the German 
Hospital with the following history: 

The patient was too sick to inquire into family and pre¬ 
vious history. For four weeks past he had complained of in¬ 
definite abdominal pain, diarrhoea, drowsiness and weakness; 
appetite has been poor. He has not vomited, no cough, no 
dyspnoea, no icterus, no night-sweats, no palpitation, normal 
urination. Eyes and ears normal. Temperature 104.4 0 , pulse 
116, respiration, 28. 

He was a poorly nourished male; face flushed, tongue 
coated thickly. Lungs: slight dyspnoea; no dulness, few rales 
over right base, subcrepitation. Heart: borders not enlarged. 
Abdomen: slight rigidity, marked tenderness on right side of 
abdomen, especially under right costal margin; slight rigidity 
of muscles over liver. Liver dulness reached 24 inches below 
costal margin. Spleen palpable, soft, round edge; kidneys not 
palpable. Extremities negative. 

Diagnosis .—Typhoid fever. Examination of the urine 
showed that through the entire disease practically normal con¬ 
ditions existed, except faint traces of albumin. Diazo stayed 
negative throughout. A few hyaline cylinders (casts). 

Examination of blood, July 24: 


Polynuclears. 72 percent. RBC, 3,600,000. 

Lymphocytes. 19 percent. WBC, 5,600. 

Mononuclears. 4 per cent. Hb, 75 per cent. 

Eosinophiles. o per cent. Widal, 1-50, negative. 

Basophiles. 2 per cent. 

Transitionals. 3 percent. 


♦Read before the New York Surgical Society, October 34, 1906. 
34 









TYPHOID WITH DOUBLE PERFORATION. 


35 


The case was accepted as suspicious of typhoid (ambula¬ 
tory), and was especially carefully watched, as is the rule in the 
Hospital with these cases. The man had been admitted at 4 
p. m. Next morning, July 25, at 2.30 a. m., about eleven hours 
after admission, the patient suddenly complained of extremely 
severe pain in the abdomen, as if he were being knifed, (douleur 
h poignard) and became extremely restless. The temperature 
within two hours dropped to 99.8°; the pulse also dropped from 
116 to 92. The night nurse reported the patient’s condition to 
the house surgeon, who informed me, so that I saw the patient 
within thirty minutes of the sudden onset of pain. The abdomen 
showed absolute rigidity (rigiditd dc ddfense). The patient 
having received Magendie, no longer complained of much pain. 
In spite of the low leucocytosis, 5,600, in spite of the low pulse, 
92 0 , I made the probable diagnosis of intestinal perforation, 
solely on the strength of the sudden drop in temperature, the 
very distinct sudden sharp pain and the abdominal rigidity. 

As there seemed to be very little shock, I decided upon 
immediate operation, against the general advice to wait if possi¬ 
ble for twelve hours. Within twenty minutes operation was per¬ 
formed under anscsthol narcosis. Incision in the right rectus 
about 5 inches long, between umbilicus and symphysis. On 
opening the peritoneum a large quantity of yellowish fluid of 
slightly focal odor was found in the general abdominal cavity. 
A number of small yellow focal flocculi were to be seen on the 
-»intestines, which were of bright red color. The glands in the 
mesentery were plainly enlarged. In handling the small intes¬ 
tine near the colon, the thickened Peycrian patches could be 
distinctly felt with the fingers. About 10 inches from the ileo¬ 
cecal valve, two small perforations of the intestine were found, 
one complete and typical in its appearance, while in the other 
the ulcer seemed not to have perforated completely; neverthe¬ 
less the probe found easy access into the lumen. Both perfora¬ 
tions were closed with a number of fine silk Lembert sutures. 
While thus the operation was apparently finished (it took up 
to this point about twenty minutes), the very unusual bright 
yellow color of the abdominal fluid, which must have amounted 
to about a quart and a half, induced me to lengthen the inci¬ 
sion in the rectus up to the costal margin. Immediately the 
gall-bladder presented itself, of a length of about 5 inches, with 
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a gangrenous fundus, showing two small perforations permitting 
the introduction of a medium-sized silver probe. The gall¬ 
bladder held rather closely two gall-stones of the size of hazelnuts. 
Cholecystectomy was performed in a few minutes, not presenting 
any technical difficulties (gall-bladder and cystic duct excised). 
The ligated stump was cauterized, a small gauze tampon put on 
the stump, another one in the lower angle of the wound over 
the intestinal sutures, the omentum placed as an apron over the 
sutured gut, and the entire abdominal wound closed. The opera¬ 
tion lasted 45 minutes. The patient was brought to bed in very 
good condition, with pulse of good quality. 

Blood examination, July 29: 


Polynuclears. 72 percent. RBC, 4,800,000. 

Lymphocytes. 20 percent. WBC, 7,400. 

Mononuclears .... 8 per cent. Hb, 80 per cent. 

Eosinophiles. o per cent. Widal, 1-40, positive. 

Basophiles. o per cent. 


July 29.—Cultures from gall-bladder: typhoid bacillus and 

coli. 

„• July 30.—Blood cultures: bacillus typhosis in pure cultures. 
!. ''The patient's temperature rose the day after operation. 
July.26, to 102.8° with a pulse of 124; on the 27th to 105°, 
with a pulse of 140; on the 28th to a temperature of 105.4 0 , 
with a pulse of 160; he continued to have temperatures for the 
next ten days between 104° and 105°; on the thirteenth day 
after operation remissions set in, the temperature varying 
between 103° and 100°, and the pulse between 120 and 112. 

The man showed on the 28th and 29th symptoms of double 
broncho-pneumonia, with isolated areas of dulness over the left 
lung and dull tympany on right lung anteriorly from the fifth 
space to the eighth rib, below which flatness. Abdomen slightly 
distended, somewhat firmly held, not tender. Liver palpable 
8 cm. below costal margin; edge sharp, smooth, not tender; 
jaundice clearing. 

July 29.—Peritonitic facies continues; temperature 106.2°; 
general condition fair; tampons removed, not replaced; mod¬ 
erate drainage. 

August 1.—General condition, good; took his nourishment 
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well; well retained; expels flatus freely; wound approximation 
good; moderate redness and induration about suture orifices; 
abdomen soft, not tender. 

August 8.—General condition, fair; evening temperature 
still rises high; respiration rapid and shallow; nocturnal attacks 
of dry cough; icterus clear; took nourishment well; abdomen 
somewhat distended, soft, not tender; small granulating sur¬ 
face at the site of the two tampons, upper and lower angle of 
wound; remainder of wound healed solid per primary union; 
sutures removed. 

August to.—Right lung; dulness below sixth, flatness 
below eighth rib posteriorly; high-pitched bronchial breathing; 
many moist bubbling rales; sputa scant, brown, viscid, not 
fetid. 

From Aug. 12 on, the condition became markedly worse; 
the patient died on the 16th of sudden cardiac collapse, with 
a temperature of 99.2° and a pulse of 136, twenty-one days 
after operation. 

Extract from Autopsy Record, Aug. 17, 1906.—Abdominnl 
incision almost completely healed, extends from 1 inch beneath ensiform 
process to 2 inches abovo symphysis; no other scars; no pigmentation, 
no oedomn, no jaundice. Abdomen distended. 

Thoracic cavity: situs normal. 

Pleural cavity: (a) Right, fdlcd with 12 oz. of turbid yellowish puru¬ 
lent fluid, pleura very much thickened and adherent posteriorly. (6) 
■J.eft, contains several drachms of clear sorous fluid; no adhesions. 

Lungs: (a) Right. (1) Upper lobe: apex shows several old calcareous 
foci, also several small tubercular cavities surrounded by connective 
tissue; besides this, a large focus of gangrene. (2) Middle and lower lobe 
congested. (6) Left. (1) Upper lobe: apex in similar condition as on 
right side. (2) Lower lobe congested. 

Pericardium normal. Heart, slight myocarditis; heart muscle some¬ 
what pale and flabby; no valvular lesions. Thoracic duct normal. 

Abdominal cavity. Intestines: Small intestine presents a volvulus, 
comprising about 1 inch of intestine, the lower end 6 inches from ileoc.'ecat 
valve; intestine above markedly distended with gas, below collapsed; 
the part involved, purplish; peritoneal covering glistening; no evidences 
of intestinal sutures can be found; the mucous membrane shows no 
evidences of ulceration except about 1 inch from large intestine two 
small round ulcers one-half the size of a split pea, punched out in appear¬ 
ance, margin not raised, base smooth. 

Stomach normal; liver slightly enlarged and congested; gall-bladder 
absent, cicatricial connective tissue in its site; bilo duct patent; spleen 
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congested, firm and enlarged, (8x4x4 inches), anterior margin shows 
two notches. 

To sum up, we have here a case of unquestionable 
typhoid, proved by Widal being positive, by pure cultures 
from the blood, by anatomical condition of small gut ob¬ 
served during operation, and by culture of typhoid bacilli 
from extirpated gall-bladder (the latter proof not being 
absolutely conclusive, as typhoid bacilli have been found 
from three to four years after typhoid had been contracted). 

The case is of the so-called ambulatory type, probably 
at the end of the fourth week, possibly later. Ten hours 
after admission, laparotomy is performed, as the diagnosis, 
intestinal perforation, is made. I must add here that owing 
to the rigidity of the abdomen at the time of my examina¬ 
tion before operation, I could neither feel the enlarged 
liver nor the tumor of the gall-bladder with its stones. As 
it was night, the jaundice was not particularly observed. 
The operation revealed double perforations of ileum near 
the ileocajcal valve, which were closed by sutures, and 
perforation of gall bladder, which contained two large 
stones; the gall-bladder was extirpated. The patient stood 
both operations remarkably well, overcame his peritonitis 
and lived through his violent type of typhoid to die twenty- 
one days after operation, of gangrene of lungs and empyema, 
both probably of tubercular origin. 

As to the diagnosis of perforation, a few words are to 
be said. If the case had been under observation longer, 
and not only ten hours, as was the case, the diagnosis of per¬ 
foration of the gall-bladder might have been thought of. 
Whether anybody would then have thought of intestinal 
perforation besides, is questionable. I think, generally 
speaking, as well as under the existing conditions, one 
has every reason to be satisfied if perforation as such is 
recognized early enough. Cushing, Russell, Osier and 
others have called attention to the point that the status 
of leucocytosis is an exceedingly unreliable diagnostic 
point. . In our case it proved to be only 5,600; besides this, 



TYPHOID WITH DOUBLE PERFORATION. 


39 

the pulse, instead of being, as typical, very high, con¬ 
trasting with the low collapse-temperature, was also low, 
viz., 92. But this meant to me simply that the man had 
not developed a peritonitis as yet. Altogether I based my 
diagnosis of abdominal perforation mostly on the sudden, 
very marked pain, combined with a fast drop of tempera¬ 
ture and rigidity of the abdominal muscles. As Osier says, 
one must operate when one has a probable diagnosis. To 
wait till all the symptoms of perforation are established, 
means to kill the patient. ‘‘Ce sont les medications qui 
tuent, par le temps qu’elles font perdre.”—Lejars. 

As to the sequence in which the perforations occurred, 
whether the gall-bladder or the intestine showed per¬ 
foration first, with its influence on the abdominal 
cavity,—I dare not offer an opinion; nor about the 
point, which perforations produced the violent symptoms 
leading to an operation. We must be satisfied with 
the proven fact that in a case of typhoid the gall¬ 
bladder and the small intestine were perforated practically 
simultaneously. 

One point of the post mortem needs explanation, and 
that is the volvulus which was found at the time of the au¬ 
topsy. The report of the pathologist as well as the verbal 
^report of Dr. H. Fischer, my adjunct surgeon (I myself was 
not present), indicate that the volvulus was not complete, 
so as to be fatal; it was somewhat permeable. Whether 
its formation had anything to do with the intestinal sutures 
—of which no signs could be found-—is an open question, 
but deserves our attention. Theoretically, the possibility 
cannot be denied, that the suturing of two holes in the gut 
only a few centimetres distant from each other, might pro¬ 
duce a kink, which could eventually lead to an incomplete 
volvulus. 

As far as accessible to me, I have looked up the entire 
recent literature on operations in typhoid complications, 
and have been unable to find a case like the one I have 
reported. There is one case reported in the Philadelphia 
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Medical Journal, 1901, by Hermann B. Allyn, where a ty¬ 
phoid case (admitted probably in the second week) was 
operated ten days after admission for intestinal perforation. 
1 he perforation in the gut was not found, nor a perforation 
in the gall-bladder, although its region had been examined 
digitally. The patient died three days after operation of 
peritonitis. The autopsy revealed an opening 1 cm. in diam¬ 
eter in the gall-bladder, communicating with a small open¬ 
ing in the hepatic flexure of the colon, 5 mm. in diameter. 
I mention this case only for the sake of completeness, 
as it has very little in common with my own. The simul¬ 
taneous perforation of gall-bladder and colon was appar¬ 
ently produced by a contact infection, the perforations 
were both not found during operation, and the patient died 
of peritonitis. 

Erdmann, in his paper on primary typhoid perforation 
of the gall-bladder, read before this Society in February, 
1903, had collected up to that time seven cases of perfora¬ 
tion of the gall-bladder which had been operated upon, of 
which four cases recovered. 

While the literature of intestinal perforations in ty¬ 
phoid has increased considerably in the last years, reports 
on perforations of the gall-bladder have been very scarce,— 
we find one by Park Weed Willis, Seattle, Washington, in 
Northwest Medicine, 1904, where perforation of the gall¬ 
bladder was found, and the perforated gall-bladder, contain¬ 
ing no stones, was stitched into the abdominal wall. The 
patient died two weeks after operation of peritonitis, which 
the author ascribes to obstructions from adhesions, for 
which he operated shortly before death. His description 
of the case does not prove to me that the peritonitis was 
due to adhesions, but rather to his failure to extirpate the 
gall-bladder at the first operation. 

Zesas, in his extensive paper pubished in the Wiener 
Klinik, 1904, “Ueber die Resultate der chirurgischen 
Therapie der typhosen Perforationsperitonitis, ” gives sta¬ 
tistics of 250 cases operated for perforative peritonitis, 
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with 95 recoveries, but no perforation of the gall-bladder is 
to be found among them. 

As stated above, a rather careful perusal of the Amer¬ 
ican, English, German and French literature since 1903 
has failed to show any further publications reporting oper¬ 
ations for perforation of the gall-bladder in typhoid, while 
an operation for apparently simultaneous perforation of 
the gall-bladder and ileum in typhoid seems to be unique. 



